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on Code Blue and CCRT activations were collected
weekly. Nurses completed a satisfaction survey
evaluating the utilization of e-MEWS. Descriptive
statistics were analyzed using SPSS.
Results: A total of 274 patients participated.
Nineteen patients (6.9%) had high MEWS scores
(≥5), of which 12 (63%) were transferred to ICU,
15 (80%) recovered and were discharged to home,
and four (21%) died. There were no Code Blue acti-
vations with missed warning signs. There was an
increase in CCRT’s from 12 (3 months prior to the
study period) to 16 during the study period. Of all
57 (20.8%) deteriorating patients, 53 (93%) were
assessed in a timely manner and managed appro-
priately.
Following re-education, nursing compliance with
e-MEWS reached 100%. Staff satisfaction results
demonstrated that the majority of nurses (n = 26,
60%) felt adequately trained, agreed that e-
MEWS improved teamwork and communication, and
believed that e-MEWS positively impacts patient
care and safety.
Conclusion: By identifying and rescuing patients
earlier, e-MEWS has the potential to reduce adult
code blue calls. Further work is needed to develop
and test e-MEWS. We recommend more training and
education in assessing and caring for deteriorating
patients and the expansion of e-MEWS organization-
wide.
http://dx.doi.org/10.1016/j.jiph.2015.04.013
Nurse perceptions regarding
medication administration errors in
Hail region hospitals of Saudi Arabia
Alreshidi Talal
Hail, Saudi Arabia
E-mail address: Talal7990@hotmail.com.
Background: Medication error is a global issue
that causes serious harm and even death. Medica-
tion errors are one of the ﬁve different types of
medical errors described by the IOM. The medical
costs of treating medication error-related injuries
occurring in hospitals are approximately 3.5 billion
dollars per year (IOM 2006). Medication errors have
been estimated to kill 7000 patients annually and
account for nearly one in 20-hospital admissions in
the USA and the UK. Medication errors have not
been properly reported due to either personal or
organizational reactions (Mayo 2004 and Mrayyan
2007).
Aims: The study was designed to explore nurses’
experience of medication administration errors in
Saudi Arabia, their views about the factors that may
inﬂuence medication administration errors, barri-
ers of error reporting, and the strategies to promote
safe medication administration.
Methods: The methodological design adopted
for this study is a non-experimental descriptive
mixed method. Quantitative and qualitative com-
ponents were applied sequentially in two phases.
Questionnaires (N = 236) and semi-structured inter-
views (N = 19) were used to further explore nurses’
beliefs and views on managing medication errors in
Saudi Arabia.
Results: Thirty percent (30%) of nurses in the
study have witnessed errors during the last year of
practice before commencing the study, and more
than half of nurses believed that these errors
were due to the following three main causes: high
workload, pressure to complete medication order
quickly, and poor handwriting by doctors. Addition-
ally, nurses rated fear of punishment as a barrier to
error reporting.
Conclusion: Nurses believed that using tech-
nology and clear guidance can reduce errors.
Education and activation of Saudi code of practice
for medication administration is important. Further
research is also necessary to expand nurse knowl-
edge on the topic and provide them with tools to
manage errors and assess organizational support to
provide quality care.
http://dx.doi.org/10.1016/j.jiph.2015.04.014
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Background: Millions of people each year
undergo surgery. Despite developments in the
surgical ﬁeld, patients remain in fear of the com-
plications that may take place.
Aim: To educate the patients about these
instructions in the event that they undergo any
future operations.
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Methods: A total of 140 patients were randomly
selected from the clinics at King Abdulaziz Univer-
sity Hospital in Jeddah. A questionnaire was used
to test their knowledge of the instructions before
and after general surgery. In particular ear nose
and throat specialty procedures were included.
Another questionnaire was given after educating
the patients of the instructions in one of the surgical
operations in this specialty.
Results: The result was that 64% of patients knew
the existence of instructions before and after the
operations, whereas 36% were unaware of the exist-
ence of such instructions. The most well-known
instruction by 86% of participants was to stop eat-
ing at midnight on the night of the operation, and
the least-known by 34% was to stop taking aspirin
seven days before the operation. The beneﬁt rate
from the explained instructions was 100%. Fifty-
four percent of these patients received only verbal
instructions, 10% received both verbal and written
instructions, and the remaining 18% of patients did
not receive any instructions.
Conclusion: We identiﬁed the need for edu-
cating patients undergoing surgery and deliver
instructions through the medical staff. Further,
education should be evaluated and most likely
included in all surgical specialty clinics.
http://dx.doi.org/10.1016/j.jiph.2015.04.015
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Background: Adverse drug events are global and
local public health issues. Improving safety cul-
ture has been proposed as strategy to improve
patient safety. However, there is no information
available on patient safety culture among phar-
macists although reporting of medication errors is
prevalent in Saudi Arabia. This study aims to assess
patient safety culture among pharmacists in the
Saudi healthcare environment and provides empir-
ical evidence to promote patient safety culture
among pharmacists and develop strategies to pre-
vent and to control medication errors.
Methods: This cross-sectional study was con-
ducted among pharmacists in the pharmacy
department of tertiary referral hospitals in Riyadh,
Saudi Arabia. The study utilized an adapted version
of the pharmacy survey of patient safety culture,
which emphasizes patient and medication safety
and quality-assurance issues. The survey includes
36 items measuring 11 dimensions. SPSS program
version 20 was used for data entry and statistical
analysis.
Results: A total of 600 questionnaires were
distributed, of which 411 were completed repre-
senting 68.5% response rate. The overall average
rating for patient safety was 43%. The majority
of the respondents (60.1%) were from inpatient
pharmacies. The overall average positively scored
response rate was 59% with a range from 81.4% to
25.5%. The highest positive response rate was in
Teamwork, and the lowest was in Stafﬁng, Work
Pressure, and Pace. Among the healthcare sectors,
the specialized hospitals scored the highest positive
response rates across eight dimensions.
Conclusion: The overall results revealed
expected low standards for positive patient safety
culture among pharmacists working in hospitals
located in Riyadh. The Teamwork aspect had an
acceptable value in contrast to those of stafﬁng
and work pressure. Pharmacists with bachelor’s
degrees were more likely to accept learning and
training than those without. Pharmacists have to
improve communication and discussion of docu-
mentation about adverse drug events particularly
at inpatient pharmacies. Overall, pharmacists in
specialized hospital settings have a better percep-
tion of patient safety than do their peers in other
settings.
http://dx.doi.org/10.1016/j.jiph.2015.04.016
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Introduction: The incidence of MRSA infec-
tions was highest at the Neonatal Intensive Care
